The purpose of this study was to identify factors affecting early and intermediate hospital-to home transition outcomes of older adults with preexisting diabetes mellitus.
illnesses other than diabetes were common problems. Higher PDCDS scores 7 and 30 days following discharge and difficulty managing a nondiabetes chronic health problem were predictive of an unplanned care encounter within 30 days of discharge.
Conclusions
Multimorbidity complicates home recovery of older adults with diabetes. Diabetes adds complexity to hospitalto-home care transitions. Transition difficulties predict higher risk for an unplanned care encounter. More intensive follow-up of older adults with diabetes during the first month following discharge is recommended. O lder adults with diabetes use more than 16.5 million hospital days annually. 1 Although not typically the index condition precipitating an admission, diabetes may significantly affect the course of an older adult's hospitalization. 2 The coexistence of diabetes-associated chronic conditions with other unrelated health problems contributes to the high incidence of multimorbidity seen in many older adults with diabetes. 3, 4 Geriatric syndromes including cognitive dysfunction, depression, pain, polypharmacy, and functional impairment also occur with greater frequency in older adults with diabetes. 5, 6 The combined impacts of multimorbidity and geriatric syndromes may adversely affect glycemic control in the hospital and necessitate changes in diabetes self-management plans at the time of discharge. 5 Modifications to established treatment plans, introductions of new therapies for emerging health problems, and changes in functional status that accompany an acute illness increase the complexity of home selfmanagement and place the older adult with diabetes at risk for poor hospital-to-home transitions.
Older adults with diabetes are often discharged with residual health problems coupled with recent functional deficits that make them particularly vulnerable to poor transition outcomes. 7 The transition period following hospital discharge is often accompanied by uncertainty and heightened vulnerability for the older adult and his or her personal support system. Living situation instability, greater reliance on others to meet personal needs, and limited understanding of home management of problems such as wound care, pain, fatigue, and nausea are difficulties commonly encountered by older adults during the home transition period. [7] [8] [9] Risk for a medication error is 5 to 6 times greater in the home environment than in the acute care setting. 10 An estimated 50% of recently discharged patients incorrectly manage at least 1 medication following discharge. [10] [11] [12] Mismanagement of hypoglycemic agents is a particular problem encountered by people with diabetes in the home setting. 11, 13 These challenges can lead to instability or uncontrolled symptoms that require an escalation of care including unplanned use of health care resources following discharge. Readmission, emergency department use, and unscheduled provider visits occur more frequently in people with diabetes. 9, 14 A joint position statement issued by the American Diabetes Association, American Association of Diabetes Educators, and Academy of Nutrition and Dietetics identified care transition periods, including hospitalization, as times when individuals require additional support with diabetes self-management efforts. 15 Transition theory was selected as the guiding framework for this study. The theory conceptualizes transitions as complex processes created by the continuous interaction of personal, community, and societal-level transition conditions that each have the potential to promote or inhibit the outcomes of a transition experience. [16] [17] [18] Outcomes of a successful transition include an individual gaining mastery of the new situation and displaying competent coping and self-management skills. Health care providers generally deliver interventions such as patient education and resource referral that may facilitate successful transitions. Hospitalization consists of a series of 3 overlapping transitions: the hospitalization, the discharge period, and the home recovery. 7 Functional changes, cognitive deficits, glycemic instability, and other chronic illness burdens contribute to the complexity of the home recovery transition in older adults with diabetes. 16 For the purposes of this study, personal transition conditions encompassed indicators of general health status, diabetes status, and self-perceived discharge readiness that are intrinsic to the individual. Formal and informal support resources provided by health care team members, families, and other entities such as friends, neighbors, and church members create community transition conditions. These resources provide stability in attaining and maintaining a safe environment for the individual's home recovery. 16 The current study conceptualized the external supports of hospitalprovided discharge services and access to postdischarge supports including a family caregiver and home health resources as community transition conditions. Societal transitions conditions were not addressed in this study.
Although older adults with diabetes are frequent, atrisk consumers of acute care services, limited research has been conducted on the unique postdischarge transition needs of this population. 19 The purpose of this exploratory study was to identify factors that affected the early and intermediate hospital-to-home transition outcomes of older adults diagnosed with preexisting diabetes mellitus. A secondary objective was to determine whether participant-described difficulties encountered during the home recovery transition period were related to the early and intermediate hospital-to-home transition outcomes of perceived transition quality, postdischarge coping, and unplanned care encounters (UCEs). This study addressed gaps in the literature relative to the impact of diabetes mellitus, a chronic illness with heavy self-management burdens, on posthospitalization transition outcomes in an older adult population. The findings also offer insights about specific problems encountered by recently hospitalized older adults during the transition from hospital to home.
Methods

Research Design
This study used a simultaneous quantitative-qualitative mixed-methods design. 20 The method incorporated concurrent use of 2 research strategies in order to gain greater holistic insights about the hospital-to-home care transition experiences. 20 The primary approach of this study was a descriptive correlational design that examined the relationship between variables representing personal transition conditions and community transition conditions with posthospitalization transition outcomes. A corresponding qualitative analysis of free-response survey data added description and specificity to participantreported problems encountered during the home recovery transition. Three unique dichotomous variables were identified from recurrent subthemes that emerged during content analysis of subjects' free responses at the time of data collection. These variables were used in statistical testing of postdischarge transition outcomes. Figure 1 provides a model of study variables.
Study Sample and Setting
The study took place at a 560-bed community medical center in the southeastern United States. The sample included 96 hospitalized adults, age 65 or older, with a diagnosis of diabetes that predated the hospitalization. All participants were hospitalized for at least 48 hours, with planned discharge to their home within 4 hours of study enrollment. Participants were required to hear, speak, and understand English and have access to a telephone for 30 days following discharge. Data were gathered between March 2012 and January 2013. Individuals with a history of cognitive deficit and those with treatment plans that included medications used in the management of dementia were excluded from the study.
Data Collection Procedures
Approval to conduct this study was obtained from the University of Central Florida Institutional Review Board and administrative authorities at the study site. Screening for potential participants was accomplished through primary investigator consultation with nursing staff and facility case managers. Consenting participants were interviewed by the primary investigator. General demographic data were gathered through chart review and during the participant interview. Charlson Comorbidity Index (CCI) data were obtained by medical record review. 21 The Mini-Cog was used to screen for the potential presence of unrecognized cognitive dysfunction. Individuals with scores of less than 3 were excluded from additional study participation. 22 The Katz Index of Independence With Activities of Daily Living (ADLs) was administered by interview. 23 Pre-and postdischarge medication regimens were identified through medical record review.
Diabetes-specific health history data were gathered during the interview, along with the chart review of laboratory tests including A1C and participant completion of the Diabetes Complication Index (DCI). 24 Information on anticipated postdischarge support was obtained through participant interview and review of hospital case management records. Readiness for Hospital Discharge Scale (RHDS) and Quality of Discharge Teaching Scale (QDTS) surveys were completed by the participant subsequent to the enrollment interviews. [25] [26] [27] A research assistant conducted a telephone interview on the 7th and 30th days following discharge. During the 7-day follow-up interview, the Care Transition Measure-15 (CTM-15) 28,29 was administered along with the Post-Discharge Coping Difficulty Scale (PDCDS). 7 Free-response comments by the participant to select items on the PDCDS were recorded verbatim. An appointment was made for a 30-day follow-up interview. Thirty days following discharge, the PDCDS was readministered and free responses were again gathered by the interviewer. Postdischarge use data were obtained through patient interview and medical record review.
Measures Personal Transition Conditions
The following data points served as indicators related to general health status: age; admission diagnosis; multimorbidity burden as determined by data gathered from CCI and DCI instruments; and Katz Index scores. The following variables served as indicators of the participant's diabetes status at the time of study enrollment: duration of diabetes, A1C values, pre-and posthospitalization use of insulin, total DCI scores, and prescribed changes in diabetes management regimens at discharge. Self-perceived discharge readiness was measured by RHDS scores. 26, 27, 30 
Charlson Comorbidity Index
The CCI was used an indicator of chronic illness burden, including burdens associated with advanced diabetes and chronic kidney disease. The CCI is recognized as a significant predictor of 1-year survival and served as a proxy measure of multimorbity. 21 Total CCI and individual item responses were used in statistical analyses of chronic illness burden.
Katz Index of Independence With ADLs
The Katz Index was used to establish the participant's perceived basic functional abilities at the time of discharge. 23, 31, 32 Katz scores of 4 or less are suggestive of moderate functional impairment. Scores were classified as being less than, greater than, or equal to 5. These data were used to describe the sample.
Diabetes Complication Index
The DCI provided a self-reported indication of diabetesassociated disease burden for the following conditions: coronary artery disease, cerebrovascular disease, peripheral vascular disease, diabetic neuropathy, foot problems, and eye problems. 24 DCI scores may range from 0 to 6, Figure 1 . Hospital-to-home transition study variable model. and higher scores suggest a greater diabetes-related complication burden. Total scores and individual responses describing patterns of illness burden were used in data analysis procedures for this study.
Readiness for Hospital Discharge Scale
The first item of the RHDS requires a dichotomous unscored response to assess the respondent's selfperceived discharge readiness. The remaining 21 items are rated on a scale of 0 to 10, with lower scores indicating a lesser degree of perceived discharge readiness. Total RHDS scores were used in statistical analyses. Cronbach's alpha coefficient for the entire instrument in this study was 0.82. RHDS scores have been predictive of development of postdischarge coping difficulties. 26, 27, 33 
Community Transition Conditions
Hospital-related discharge factors included length of stay, use of hospitalist services, and participant-perceived quality of discharge teaching as measured by total and subscale scores on the QDTS. Anticipated and actual access to family caregiver and home health services following discharge were representative of postdischarge social support resources.
Quality of Discharge Teaching Scale
The QDTS measured the participant's perception of the adequacy of discharge content (Content Received subscale scores) and overall effectiveness discharge education (Delivery subscale scores). The QDTS has demonstrated validity and reliability in older samples of medical-surgical patients. 34 Cronbach's alpha coefficients observed in this study were 0.677 (Content Received), 0.775 (Delivery), and 0.775 (Total Scale). Following personal communication with the QDTS developer, researchers in this study used subscale scores in predictive analyses.
Transition Outcomes
Reports of unplanned care encounters provided an indication of postdischarge use. The home recovery experience was examined using measures of patientperceived transition quality and indicators of postdischarge coping difficulties.
Unplanned Care Encounters
Data on emergency department use, hospital readmission, and unplanned provider visits were gathered by interview and review of the medical record. Because participants reported that unscheduled provider visits were stressful, often resulting in confusing changes in treatment plans, all events of UCEs were combined into a single variable for outcome analyses. Prior studies have combined similar care occurrences as measures of postdischarge coping difficulty. 7 Care Transition Measure-15
The CTM-15 includes 15 items that measure the construct of patient-perceived transition quality within the context of a health care encounter. 29, 35 Lower scores reflect poor perceptions of the postdischarge transition experience. In this study, the instrument was administered by telephone interview 7 days following discharge.
The CTM-15 has demonstrated good reliability in a variety of patient groups, including older adults. 29 Cronbach's alpha for the CTM-15 in the current study was 0.966.
Post-Discharge Coping Difficulty Scale
The PDCDS was used to gain insight into specific problems encountered during the home recovery. The PDCDS consists of 10 closed-ended items that rate common transition concerns including pain management, recovery difficulties, self-sufficiency, emotional needs, and family difficulties on a scale of 0 to 10. 7 Higher PDCDS scores indicate greater postdischarge coping difficulty. Five open-ended questions afford respondents an opportunity to expand on specific problems they encountered in the home setting. The PDCDS was administered over the telephone 7 and 30 days following discharge. Cronbach's alpha coefficients for the PDCDS were 0.916 for the 7-day follow-up sample and 0.921 for the 30-day sample in this study. Free-responses during administration of the PDCDS were the data source for the qualitative component of this study.
Data Analysis
All statistical analyses were performed using SPSS for Windows, Version 19 (SPSS, Inc, Chicago, Illinois, USA). Preanalysis screenings of quantitative data for accuracy, missing data, outliers, and assumptions of linearity and normality were completed. Variables not meeting assumptions of normality were appropriately transformed.
Participants' free responses were analyzed for major themes by 3 investigators. Subthemes having a potential direct relationship to a UCE were described as difficulty managing complex medication regimens (44.9%), difficulty regulating glucose (39.7%), and difficulty managing a nondiabetes chronic health problem (54.9%). Categorical variables were subsequently created and used in statistical testing.
Descriptive statistics were calculated for continuous variables. Frequency counts and percentages were computed for categorical variables. Multimorbidity profiles were evaluated by generating counts of each potential combination of medical conditions identified during data collection. Chi-square analyses were calculated to determine whether there was a difference in the occurrence of UCEs based on the presence or absence of the following diabetes-associated conditions: coronary artery disease, heart failure, chronic kidney disease, cerebrovascular disease, peripheral vascular disease, and diabetic neuropathy. Multimorbidity profile variables were subjected to similar analyses. The total occurrences of each of these conditions were calculated, and a t test was performed to determine whether comorbidity burden was related to a UCE. Diabetes medication patterns were evaluated using the same count procedures.
Multiple chi-square analyses were conducted to determine whether a relationship existed between dichotomous variables that portrayed personal and community transition conditions and unplanned 7-day and 30-day UCEs, as well as the presence of each of the categorical postdischarge difficulty variables. Also, t tests were conducted to determine whether differences in these transition outcome variables were related to length of stay, RHDS scores, QDTS total and subscale scores, CTM-15 scores, and 7-day and 30-day PDCDS scores. Bivariate correlations were performed to assess whether statistically significant relationships existed between continuous variables that measured general health status (age, total number of comorbid conditions), diabetes status (A1C values), perceived discharge readiness (RHDS score), hospital-related discharge factors (length of stay, QDTS subscale and total scores), and home recovery transition outcomes (CTM-15 scores, 7-day PDCDS scores, and 30-day PDCDS scores). Logistic regression models were analyzed to determine whether chronic illness burdens (total number of diabetesrelated complications), RHDS scores, early and intermediate PDCDS scores, and reports of specific postdischarge difficulties predicted a risk for a UCE within 30 days of discharge. Statistical tests and regression predictors for UCEs were deemed significant if P ≤ .05.
Results
Sample Characteristics
The initial sample included 96 hospitalized older adults with a history of diabetes, age 65 or older, who were scheduled for hospital discharge within 4 hours after study enrollment. Six enrolled participants were dropped from follow-up due to either discharge cancellation or changes in discharge disposition following enrollment. Seventy-three participants provided data for the 7-day follow-up, and 62 participated in the 30-day follow-up interview. Participants who completed the study did not vary significantly from those who were lost to follow-up with regard to indicators of general health status, diabetes status, hospitalization-related discharge factors, or home care use (P ≥ .231). Participants who failed to complete the study reported lower levels of discharge readiness (t = -2.917, df = 46, P = .005) and were more likely to lack an in-home caregiver (χ 2 = 8.215, df = 1, P = .004).
Personal Transition Conditions and Transition Outcomes General Health Status
Demographic and health status characteristics, including causes of hospitalization, are summarized in Table 1 . Participants with Katz Index scores of less than 5 typically had undergone general or orthopedic surgical procedures and were on activity or wound-related precautions postoperatively. Multimorbidity was evident in 75.0% (n = 72) of enrolled participants. Table 2 details common  chronic illness patterns, and Table 3 provides a summary of transition outcome data. No significant relationships were established between chronic complication patterns and categorical variables representing participantdescribed transition difficulties.
Diabetes Status
The diabetes status profile of the study sample is provided in Table 1 . Ninety-eight percent of participants were affected by type 2 diabetes. Diabetes was a (continued) significant contributor to multimorbidity; 46% (n = 45) of participants were affected by 3 or more diabetes-related complications.
Self-Perceived Discharge Readiness
All but 2 of the original study participants indicated that they felt ready for discharge at the time of enrollment. RHDS scores were skewed to indicate higher levels of perceived readiness (mean = 186.65, SD = 19.64, median = 194). The relationship of RHDS scores to discharge teaching measures and transition outcomes is summarized in Tables 4 and 5 . RHDS scores were lower in older adults who experienced a UCE within the first 30 days of discharge (t = 2.274, df = 48, P = .028). No statistically significant differences in RHDS scores were associated with the categorical discharge difficulty variables.
Community Transition Conditions and Transition Outcomes
Hospital-Related Discharge Factors
Hospital-related data are summarized in Table 1 , and their relationships to transition outcomes are detailed in Tables 4 and 5 . Care providers' effectiveness in provision of discharge content (r = 0.333, P = .004) and delivery of discharge teaching (r = 0.333, P = .004) was associated with better perceptions of the home recovery transition. Total QDTS values were positively correlated with CTM-15 scores (r = 0.444, P < .001). Lower CTM-15 scores were associated with higher PDCDS scores (r = -0.286, P = .027) in the early phase of the home recovery transition. Individuals with lower CTM-15 scores reported greater difficulty managing medications (t = 2.123, df = 71, P = .037) following discharge.
Postdischarge Support Resources
Postdischarge support findings are summarized in Table 1 . Content analyses of free-text comments to the PDCDS by clients who lived alone suggested that returning home without formal support after a hospitalization was extremely difficult. Of the 10 participants who lived alone, 60% did not complete the study. Availability of a caregiver was not associated with reports of a UCE. Interestingly, immediately upon discharge, 6 participants assumed the role of caregiver for another individual such as a grandchild, spouse, or parent. No differences in UCEs or reports of difficulties with medication management, glycemic control, or chronic illness management were associated with home care use.
Prediction of Unplanned Care Encounters
UCEs were experienced by 30 (41.1%) participants who were discharged home. A summary of types of encounters is provided in Table 3 . Seven participants incurred 2 UCEs during the first 30 days following discharge, while 3 participants experienced 3 or more encounters.
Statistically significant associations with UCEs within 30 days post discharge were observed for the newly created free-response variables: difficulty managing medications (χ 2 = 4.591, P = .032); difficulty managing diabetes (χ 2 = 4.383, P = .036); and difficulty managing a chronic illness other than diabetes (χ 2 = 13.830, P < .001). Unplanned care encounters occurring within 30 days of discharge were also associated with lower RHDS scores (t = 2.274, df = 48, P = .028) and higher 30-day PDCDS scores (t = -3.363, df = 25, P = .003). No individual or grouped chronic health conditions emerged predictors of a UCE.
A statistically significant 3-predictor model (χ 2 = 26.737, df = 3, P < .001) suggested that higher PDCDS scores at 7 days (Wald χ 2 = 3.671, df = 1, P = .05) and 30 days (Wald χ 2 = 6.723, df = 1, P = .10) as well as free-response reports of difficulty managing a chronic health condition other than diabetes (Wald χ 2 = 8.200, df = 1, P = .004) during the home recovery transition may contribute to the occurrence of a UCE within 30 days of discharge. The odds of experiencing a UCE within 30 days of discharge was particularly high when the older adult reported difficulty managing a non-diabetes-related chronic illness (odds ratio = 10.666, P = .004).
Discussion
Results of this study suggest that home recovery transition of an older person with diabetes is dynamic, and transition outcomes are influenced by multiple personal and community transition conditions. Although nationally, 30-day readmission rates serve as provider performance indicators of transition quality 36 , this study's findings revealed that home recovery transitions are often not fully resolved within 30 days of discharge. Multiple participants in this study were experiencing instability of a chronic medical condition that had the potential to lead to a hospitalization during their final follow-up interviews. Several well-established transitional care models have demonstrated effective outcomes such as readmission reductions and improvements in patient satisfaction. [37] [38] [39] [40] [41] Transitional care programs typically target at-risk older adults with multiple health problems and complex medication regimens. For example, Naylor's Transitional Care Model uses advanced practice nurses who provide in-home and telephonic postdischarge follow-up for an average of 2 months. 41 The current study examined home recovery transition experiences of a diverse sample of hospitalized older adults who shared the experience of concurrently self-managing diabetes, a complex health condition with significant care burden. Baseline screening of many participants in this study would not have identified sufficient risk to warrant referral to formal transitional care services. The study site, a communitybased nonacademic medical center, had limited access to services of diabetes educators or advanced practice nurses and no availability of a transitional care program or formal case management system. Since many older adults with diabetes receive care in community hospital settings with more limited resources, there is a need to better understand methods to promote healthy hospitalto-home transitions in these care settings.
Diabetes, diabetes-related complications, and the presence of other chronic diseases contributed to the high prevalence of multimorbidity observed in the study sample. The interplay of diabetes and clinical management of other acute and chronic health problems complicated treatment regimens and increased the risk for poor transition outcomes in study participants. Difficulty maintaining glycemic control during the early and 30-day home recovery transition periods was common and often necessitated changes in a participant's diabetes management plans during postdischarge follow-up visits. Although several participants reported blood glucose values that exceeded 300 mg/dL, there was no indication that any UCEs resulted from hyperglycemic or hypoglycemic emergencies. While not a significant predictor for a UCE in the final regression model, difficulty controlling blood glucose following discharge was a common frustration voiced by study participants. These findings suggest that individuals affected by preexisting chronic diseases with heavy self-management burdens, such as diabetes, are at risk for destabilization of multiple medical conditions and may benefit from additional support during and immediately after care transitions, even if these conditions appear stable during a hospitalization. 42, 43 The ability of hospital care providers to effectively relay pertinent self-management education was a factor in decreasing postdischarge coping difficulties and providing a positive overall perception of the hospital-tohome transition experience. Failure to meet an older adult's perceived information needs, particularly relative to medication management, was associated with greater transition difficulty in the first week. Because CTM-15 scores were higher in participants who reported greater discharge readiness (r = 0.403, P < .001), it can be concluded that a prepared patient is more likely to report a positive care experience. Perceived transition quality findings are relevant because multiple questions on the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey evolved from the CTM-15 instrument used in this study. [44] [45] [46] As hospitals struggle to improve performance with customer experience measures, reevaluation of staff competence in effectively implementing care transition procedures may be beneficial. These findings have significance for hospitals and providers, given that value-based purchasing incentives are now partially driven by publicly reported customer satisfaction scores. 47 Postdischarge coping difficulties described by the older adults in this study varied from those previously reported in the literature. Prior studies using the PDCDS reported mean ages in the 50s for participants who reported primary difficulties with resumption of usual life responsibilities such as parenting, employment, and household tasks. 7, 27 Notably fewer difficulties resulted in a UCE or management of combinations of health problems in a younger study sample. The findings of this study suggest that the transition experiences of older adults with a high burden of chronic illness vary from those of younger patients and warrant further study to support development of more ageappropriate interventions.
High PDCDS scores and problems managing chronic health problems predicted the occurrence of an unplanned provider visit within the first 30 days of discharge. Difficulties in managing complex chronic health problems such as hypertension, cardiac rhythm abnormalities, and chronic kidney disease were described by 59.7% of respondents (n = 40) during the first week following discharge and by 54.5% of participants (n = 30) who provided comments during the 30-day posthospitalization interviews. Often, these were issues unrelated to the condition that precipitated hospitalization. Although PDCDS scores were lower during the second interview, several older adults reported that they were undergoing modifications to chronic illness treatment plans or experiencing decompensated health problems at that time. Current system-level metrics of transition quality target 30-day readmission rates for high-risk diagnoses such as heart failure 36 and do not specifically address the contribution of other chronic illnesses, such as diabetes, to transitional care outcomes. Evolving changes in care delivery models introduced under the Affordable Care Act, such as payment bundling, accountable care organizations, patient-centered medical homes, communitybased transition programs, and provider-reimbursement for transition care services, have increased the focus on and accountability of transitional care outcomes in ambulatory settings and are expanding the duration of provider and facility responsibility for transitional outcomes. 48 These changes support the need to better understand the impact of chronic illnesses with heavy self-management burdens on posthospital discharge transition outcomes.
Limitations
Because this study included recently hospitalized older adults, risk for attrition was high. Findings of this study potentially underestimated the prevalence of postcaregiving difficulties in participants with more complex physical conditions and those with unstable social situations. Causes of attrition are detailed in Table 3 .
Post hoc data analyses resulted in the decision to expand the number of independent variables related to individual and grouped health conditions. Additionally, analysis of the qualitative free responses to PDCDS items eventually led to development of a subset of categorical variables. Due to the expansion of the number of variables and the smaller sample size, it is possible that statistical tests were potentially underpowered, increasing the risk for a Type 2 error. Statistically significant relationships with small and medium effect potentially were not established.
This study excluded individuals with a documented history of cognitive dysfunction. It is quite likely that the care and supervisory needs of individuals with impaired cognitive function exceed those of unaffected individuals. Again, this reality may have contributed to an underestimation of the prevalence of postdischarge coping difficulties in recently discharged older adults.
Data collection in this study predated full implementation of the Affordable Care Act and the new national focus on reimbursement-driven transitional care outcomes. 47, 48 The findings of this study and evolving health policy initiatives targeting care transition outcomes support the need for additional research to better understand transitional care experiences of individuals with preexisting, burdensome chronic illnesses such as diabetes beyond the postdischarge period.
Implications for Diabetes Educators
The findings of this study suggest that sequential screening for the presence of postdischarge coping difficulties and early interventions for emerging transition problems may be beneficial to hospitalized older adults who have a diagnosis of diabetes, even when there is a recent history of adequate glycemic control. Diabetes educators who practice in ambulatory settings may have a particular role in identifying older adults who are at risk for poor transition outcomes. Correlations among effective discharge education and success of the home recovery transition, as well as the predictive value of early and intermediate PDCDS scores on readmission risk, are particularly relevant to diabetes educators. Diabetes educators bring a wealth of experience in communicating complex health information to diverse patient populations and in facilitating acquisition of intricate selfmanagement skills in both in-patient and ambulatory care settings. Diabetes educators also have extensive experience in complex case management and behavior change strategies that provides depth to the transitional care team. Additionally, diabetes educators have the ability to help clients integrate diabetes care with the concurrent demands of other acute and chronic health problems, which will be beneficial in the changing health care environment. The dynamic nature of chronic disease selfmanagement demands in the weeks that follow hospitalization, as seen in this study, implies that diabetes educators in a variety of care settings may be integral in facilitating effective transitions for patients with diabetes.
